Ne. 300

10.48

USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

PLAINLY

o

7

WRITE

HLED AUG 2- 1g55

- BIRTH KRO.

THE DIVISION OF HEALTH OF MIS50URI

REG.

STANDARD CERTIFICATE OF DEATH

DIST. NO. 318

PRIMARY REG. DIST. NO. Z

Registrar's Na._..iq.

I. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where decoased lived. If lsstitution: resklsnce befors

b. CITY (It outcide corpurata timits, write RURAL and give

St. Louis

OR
TOWN

c. LENGTH OF

townshipt| STAY (o this place)

a. STATE mss: 3 i b. COUNTY admimion).
i  pagido e s o
ral
ToWN St Louis Yo [ Ne O

d. FULL NAME OF {If act in hospital or institatlon. give strest address or localion)

HOSPITAL OR

. STREET (1f rural, ive beation)

A JP°F° 3039 Dickson Qxf"u o

+

instiTution Homer G. Fhillips Hospital
3. NAME OF a. (Fitst b. (Middle c. (Lesty
DECEASED ¢ y ) ( ) ( S rord 4. DATE (M(gtb) (Bn ) (Yg%
( Type or Print} ary Eckfor DEATH
5. SEX 6. COLOR'OR RACE [ 7. MARRIED. EF"EEC’E‘BRR'ED'{ 8. DATE OF BIRTH - ° 9. ]..A.GE (In years| IF CNDER | YEAR | & UWoLR o nes "
(8pe t birthday) |Monthe| D hi Mis,
Fenal Col STl 04 o 9181909 ’ o m|
w:; HUsu,g!u. occuwgbonl: (Ghveind of work 10b. K;;m OF BusmassD%gT N | 1. BIRTHPLACE (0 10 State cr Foraiga u,m"/ | |z&ﬁcl|}ﬂz§~ OF WHAT
SUBBWLY one Mississippi 1 U
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. Eligea Jarman Alice Robinsom Joe Eckford
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 5(GNATURE OR NAME ADDRESS
{Yen, no, or cnknown) tﬂm xive war ot dates of service) NO.
Joe Eckford 3039 Dicksom St
18, CAUSE OF DEATH MEDRICAL CERTIFICATION Ig;gg:’.u. BETEV{EEH
|I. Enter only onecauseper | . DISEASE OR CONDITION . - - AND DEATH
Tio for (&), (b, and (@ | DVRECTLY LEADING TO DEATH*(,, ~ Diabetic-Acidosis - With Coma? Undt.
“This does mot mean | ANTECEDENT CAUSES . . . ' o
the mode of dying, such | Morbid conditions, if any, giring PUE TO (b}
ar hearifaflure, asthenia, | rise to the abote cause (o) slating
etc. It means the dis- tkc.underlvlnq cause last. .
case, infury, or complica- |_* DUE TO (c) ,
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
i Conditions contributing to the death but s0f Cerebral Thrombosis ?
-+ = related to the direase or condition cauting death. ;!
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
~. YES E] NO E
21a. ACCIDENT " iBpecityy = 7 .| 215 PLACEQF INJURY (a.e..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
"y SUICIDE .. | bome,farm, factory, strest offios bldg.,ets.)
“HOMICIDE . N P )
2id, TIME (Month) (Day)  (Year) * (H3dn | 216, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

.

INJURY _ m. | WHREAT[™] NOTWHILE 2 é OX

22 'i--}{ereby certify that I atlended the deceased from 6-20 Igss , lo 6-22 , 19 55 , that I last saw the deceaged
alive on - , 18 , ond thal death occurred al 1_1’_me., Jrom the causes and on the date staled above.
. SIGNATURE , ) (Degroo or titlc) )| 23b. ADDRESS Z3c. DATE SIGNED
. s - M.D. 2601 N. Whittier. 6-23-55

24n. BURIAL, CREMA- | 24b. DATE | 242, Ni\ﬁ OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (State)
TION, REMOVAL (Bpecify)
_Removal 8-28.65 Heaborn Abb

DATE REC'D BY LOCAL

JUN 25 lg%REG-

REq RAR'S SIGNATURE . : .
A B AN

25 FUMERAL DIRECTOR'S SIGNATURE ADDRESS

Rllis Funeral Home Imc. 2820 Stoddard St.

(Licensed Embalmet’s Statemenut on Reverse Side)}




Lo '

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, or by ............... e et aa e e aaiieeaeieainenaeaetaaeatatanaraeeas , Student Embalmer No..........

working under my personal supervision..

Student .. it aaaaaann Signed ™
Signature of Student Embalmer

/ d

Licensed Embalmer No. 7 G
7

J/ =

7,
P. O. Address _ .

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F!
to comply with the above constitutes grounds for revocation of license),
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting. -
}¥ this body is not embalmed, fact should be so stated above.

*



